BACKGROUND: Suicide Attempt is a self-inflicted, potentially injurious behavior with a nonfatal outcome for which there was evidence of intent to die. Life changes could act as a stressor causing enhanced susceptibility for suicidal risk. Suicide is a complex public health problem due to interactive social, cultural, biological and psychological risk factors.
Introduction
T he increasing rate of suicide and suicidal attempts is a growing health problem worldwide. According to the World Health Organization, suicide is the second leading cause of death among people aged 15-29 years (2012) . It is responsible for 1.4% of all deaths worldwide. [1] The International Statistical Classification of Diseases defines that suicide combines the deaths where the underlying cause is intentional self-harm (ICD10: X60-X84), events of undetermined intent (ICD10: Y10-Y34), and the result of intentional self-harm/injury/poisoning of undetermined intent (ICD10: Y87.0/Y87.2). [2] It is estimated that approximately 10%-15% of persons attempting suicide ultimately die from suicide. Suicide is historically largely been influenced by sociocultural beliefs, for sake of respect, honor, and the motive of sacrifice apart from psychiatric comorbidities or other causes. India is an agrarian country, but for the last two to three decades, the number of farmers committing suicide has been significantly increased. [3] There are a number of conflicting reasons responsible for this such as high debt, monsoon failure, and personal and family issues. [4] Suicide attempts are related to many psychological and medical conditions such as young age, female gender, and psychological disorder. [5] Suicide is strongly associated with a history of suicidal behavior in the past, as 50% of people who commit suicide have a history of suicide attempt. Persons who survive after a suicide attempt are at high risk of suicide in later life. Research suggests that risk factors for suicide include biological, psychological, and socioenvironmental factors. Recent work points toward interactions between the above-mentioned risk factors in the causation of suicide. However, much data are not available regarding how these factors are correlated and influence each other. Temporal variation in suicide risk has been explored in multiple studies over many years (Ajdacic-Gross et al., 2003) . [6] It is likely that the timing of suicide varies according to geographical and sociocultural context. As well as being of theoretical interest, this information may be practically helpful as it may indicate vulnerable and risk period for suicide. With this view, the present study is planned to find the sociodemographic, clinical correlates and temporal variations in individuals with suicide attempt. This study will further add to the literature regarding the various aspects of suicide.
Materials and Methods

Study design
This was a cross-sectional, observational study. All the participants enrolled in the study had given informed consent before inclusion in the study. The study was carried out from September 2017 to August 2018 after approval from the Institutional Ethics Committee.
Sample
The sample was drawn from patients referred to adult outpatient department and Emergency Services of the Department of Psychiatry, of a tertiary care center of North India from other departments for the purpose of evaluation of attempted suicide. Patients were screened for selection criteria and participants having age >18 years, ability to speak and understand Hindi, and willing to give informed consent were included in the study. Participants who were under trial, convicted or referred by the court of law, nonavailability of reliable informant, individuals having dementia or subnormal intelligence on clinical assessment, and participants having an unstable medical condition resulting in the inability to participate in study assessments were excluded from the study.
Procedure
A total of 102 participants fulfilling selection criteria were recruited after obtaining written informed consent from patient/informants. Following enrollment, semi-structured Performa was used to record the sociodemographic and clinical profiles, including the checklist for temporal variation, the method of suicide attempt, physical comorbidity, past attempts, precipitating factors and family history, and clinical details of the patients. MINI v 6.0.0 by Sheehan et al. (2009) [7] supplemented by SCID I and assisted with clinical interview was applied to screen psychiatric comorbidities which were later confirmed on ICD-10 DCR.
[2]
Statistical analysis
The data collected were tabulated using computer software and statistically evaluated using SPSS v20 IBM SPSS Statistic 16.0.0 (IBM Corporations, Somers, New York, USA). The Kolmogorov-Smirnov test was used to check whether given data set could have been drawn from normal distribution, and the data were found to be normally distributed. Independent samples t-test and analysis of variance were used to compare continuous variables between groups formed according to the sociodemographic and clinical variables. Tuckey's post hoc test was used for intergroup comparison of continuous variables.
Results
Sociodemographic details
The study included a total of 102 participants comprising both males and females with slight preponderance for males (52%). Most of the participants belonged to 31-45 years age group (53%) were Hindus (84.3%), married (74.5%), and representing almost equally the rural (49%) and urban (51%) population and nuclear (42%) and joint (57%) family structure. Homemakers (27.5%) of the sample and clerk/shop owner/farmer (23.5%) formed the major occupational group. Most of the participants had received more than 10 years of schooling (49%) and most participants (54%) belonged to the income group ≤Rs. 10,000/month. Mean participant and family income per month were Rs. 7135 and Rs. 10816, respectively.
Clinical profile of the sample
The clinical variables of the sample show that the psychiatric illness was present in 35% of the participants with adjustment disorder being the most common (21%) followed by substance dependence/harmful use (6%), depression (5%), psychosis (2%), and bipolar disorder (1%). About 20% of participants had comorbid physical illness, 6% of participants had a history of prior suicide attempt, and 6% had a family history of suicide and about 3% of participants had a family history of psychiatric illness [ Tables 1 and 2 ]. Reported antecedent event just before the suicide attempt was family problems (33.3%), marital problems (24.5%), financial problems (19.6%), illness-related problems (8.8%), love affair (4.9%), examination-related problem (2.9%), and property dispute in one participant [ Table 3 ]. Common mode of suicide attempt was poisoning, chemical (44.1%), and corrosive (10.8%), followed by hanging (39.2%), exsanguinations (4.9%), and firearm injury in one participant [ Table 4 ].
Temporal variation
As per the frequency of suicides attempted during various time periods of the day, majority of suicides (55.90%) were attempted between 6:00 PM and 11:59 PM, followed by 30.40% between 12:00 PM and 5:59 PM and 12.70% between 6:00 AM and 11:59 AM. Only one participant attempted suicide between 12:00 AM and 5:59 AM [ Figure 1 ]. As per the frequency of suicide attempts on different days of the week, Saturday remains the most common day for attempted suicide 20 (19.6%) followed by 16 (15.7%) each on Sunday and Friday [ Figure 2 ]. As per suicide attempts during various months of the year, maximum number of suicides (10.7%) was reported in January, December, and July and the least number of suicides (2.90%) in September. Significant peak of suicide rates was seen in extremes of weather which is around 20% in June and July and around 21% in December and January [ Figure 3 ].
Discussion
In this study, majority of participants lie in the age group of 18-45 years. In a study by Menon et al., the age of first suicide attempt with a cutoff of 31 years for the two subgroups was studied. In logistic regression analysis, male gender, fewer years of formal schooling, and being married were more commonly associated with the late-onset subgroup (age at first attempt >31 years). [8] Our study sample consisted of 52 male and 50 female participants. This finding is consistent with Sethi et al. (1978) Bansal et al. (2011) where the number of males outnumbered females. [5, 9] The possible reason for that may be a glorified status of the male in society and more expectations from males. However, worth noting is the narrowing of the gap between males and females in recent studies which may be due to the gradual upliftment of the socioeconomic position of women.
Majority of the participants in the study were Hindus which was similar to the findings by Bharati et al. and most other Indian studies and literature. [10, 11] This may be due to the large Hindu population in the study area and cultural differences between the communities and different religious beliefs.
About 74.5% of the participants were married, a finding similar to Das et al., 2008, Kumar . [12, 13] Marriage is a universal phenomenon in Indian culture, and Indian marriages are stable over the period. There are fewer divorces in our culture compared to the Western culture. This explains the above contradiction. Marriage is less protective against suicide for females than males, and the greater female vulnerability could be related to psychopathology and psychosocial stressors, including arranged and early marriages, youth maternity, lower social status, domestic violence, abuse, and economic dependence.
In the present study, 58% participants belonged to the joint family and 42% belonged to the nuclear family which is consistent with many Indian studies. In a study by Ramdurg et al., 41% belonged to the nuclear family. [11] The study completed by Bansal et al. reported 53% lived in a joint family. [5] One popular belief is that suicide rates may be low in joint families secondary to the social, economic, and emotional support from the extended family; however, they might also suffer from interpersonal problems with co-members of the family and financial disputes which we observed in our study.
In this study, we have around 7% of students, 8% unemployed, 27,5% homemakers which were clubbed into nonearning group (42.15%) and another group is earning group (57.85%), which includes 16.7% unskilled or semiskilled, 10.8% skilled, 23.5% consist of shopkeeper, farmer, clerk, and 7% professional. Individuals with employment had a higher suicidal rate than the unemployed persons, and also the level of stressors was more in employed persons. Tara and Rao, in her study, found that 55% of the suicide attempters were unskilled workers. [14] This may be due to the fact that employed people face more stress at their workplace and also they may lack the coping skills required for facing the day-to-day stress factors.
According to years of education, the results of our study show that both low and high educational status confers risk of suicide. However, the reasons seem to be different in these groups. The financial burden and poverty seem to be the reasons in participants with lower educational status, whereas unemployment and inability to meet the family and social demands may be the reason for educated participants. This finding is comparable to previous study findings. Narang et al. [15] reported that the majority of the participant was educated up to matriculation and above, which was also the observation by Das et al. [12] Ponnudurai et al. had assessed a similar group of participants over 1 year. [16] Most of the studies in different countries have reported that lower social class is an important risk factor for suicide and attempted suicide. Narang et al. found that most (83%) of the suicidal attempts were from the low socioeconomic groups. [15] Sahin et al. also found that 78.8% of the participants were from lower socioeconomic status. [17] In this study, about 55% of participants belonged to poor economic status and had family income <10,000/month, which is consistent with previous studies. 
Clinical variables Psychiatric comorbidity
About 66% of individuals with suicide attempts had no diagnosable psychiatric illness. This proportion was about 50% in the study by Das et al. [12] In a study, psychiatric diagnosis was present in eight participants (32.7%), which is in concordance with our study where 35 participants (34.3%) had psychiatric diagnosis. [14] The above observations suggest that the significant number of suicide attempters have no significant psychopathology. They fail to cope with their stressors in a healthy way and suicide attempt is a cry for help. [12] Promotion of healthy lifestyles, relaxation techniques, meditation, and timely intervention along with family support may be of great help in reducing such incidents. Among 34% of participants having diagnosable psychiatric illness, 21 individuals (20.6%) were diagnosed with adjustment disorder, 5 (4.9%) were diagnosed with depression, and 6 (5.8%) were diagnosed with substance dependence/harmful use which consisted of alcohol use disorder. Only two individuals (1.9%) were diagnosed with psychotic illness, and 1 (0.9%) was having bipolar disorder. In a study by Menon et al., adjustment disorder was the most common diagnosis (59%), [18] which is replicated in our study also.
Physical comorbidity
Chronic physical illness was present in 20 individuals (19.6%), similar to another study where one-fifth were found to have a physical illness. [19] 
Method of suicide
The most common method adopted was 56 (54.9%) poisoning, followed by hanging 40 (39.2%), exsanguinations 5 (4.9%), and firearm injury in 1 (0.9%) by the suicide attempters. Similar observations were made by Chowdhary et al. and Eddleston. [19, 20] Poisoning was further divided into chemical (44.1%) and corrosive poisoning (10.8%). Chemical poisoning mostly includes pesticides. Most of the people were farmers in this region, and easy availability of pesticides may be the reason for its common use for suicide attempt. [21] Violent methods, such as drowning and self-immolation, were not found. A study by Jain et al. has shown that violent suicide attempts are associated with higher suicide intent. [22] Antecedent events Participants and their informants reported family problems, marital problems, financial issues, physical illness, and job-related and relationships problems among various antecedent events which precipitated the suicide attempt. The finding in the present study is consistent with NCRB data and a study done by Gade et al., where the most common reason of suicide was found to be family/interpersonal disputes (59.7%), followed by chronic medical illness (19.4%) and financial problems (15.3%). [21] Temporal variation Seasonal differences in the rate of suicides have been documented for a long time with variously proposed hypothesis. [23] It has been postulated that seasonal climate change can affect the rate of suicide. Many investigators have found peak rates of suicide in the spring, although data from other studies suggest a lack of association between seasonality and suicide attempts. [24] Apart from this, these studies help in providing information on various prevention and modifying factors for suicide. The present study suggests that the maximum number of suicide attempts occur in the evening time. Similar finding was reported in a previous study where maximum incidents of suicide attempts have been reported in the evening. [25] The individual concerned is likely to be in the company of family members in the evenings and quarrels due to interpersonal conflicts may possibly trigger the suicide attempt. This diurnal variation can be attributed to sociorelational factors or due to diurnal worsening of mood disorders. [26] The present study findings suggest that interpersonal conflicts are the most common cause of suicide attempts. The other study from India gave a considerably wide time interval of 12 noon to midnight as the most common time for suicide attempts. [27] Numerically, the highest proportion of suicide attempt in this population occurred on Saturdays followed by Sunday. Weekend suicides have been observed in many previous studies, their association with employment status, and alcohol use had been investigated. Another study from Israel had similar findings of Sunday as the day of peak rates of suicide attempts, [28] though many other studies from the West have found Monday to be associated with peak rates of suicide. [29, 30] Indian society being agrarian does not subscribe to office-based week schedule starting from Monday. Therefore, additional stresses accumulated at the beginning of the workday after a weekend is not a matter of concern in this population. However, significant relationship of the day of the week with the suicide attempts was not found in this study probably as the significant proportion of the study sample belonged to a rural background. This study did not find a robust association between seasonality and suicide attempts, thereby endorsing the similar report from previous studies, [31] while discordant with studies from many other parts of the world. [32, 33] This study suggested significant peak of suicide rates in extremes of weather which is around 20% in June and July which are very hot months of summer in North India and around 21% in December and January which are very cold months of winter in this region of the country. While the only other study from India, which commented on seasonality of suicide rates found increased rates of suicides in the rainy season (typically June-August in India). [34] Our study indicates that temperature and sunlight duration are specifically associated with the probability of a suicide attempt.
Limitations of the study
This was a time-bound, hospital-based study with a limited sample size; hence, it may not be representative of persons who attempted suicide in the general population. Responding to an authority like physicians may be intimidating to the patients, thus anonymous population surveys may provide different data.
Conclusion
Most of the participants included in the study were aged 31-45 years. Our sample consisted of almost equal number of males and females. Most of the males belonged to earning group having mean income of Rs. 7135/month. Most of the participants were Hindus, belonged to the joint family, married having family income <Rs. 10,000/month and almost equal number of sample was from urban and rural background. Most of the women belong to homemakers' category and clerk/shop owner/farmer formed the major occupational group. Psychiatric illness is present in about 34% of participants. Among psychiatric illness, adjustment disorder was the largest entity followed by substance use disorder and depression. Chronic physical illness was present in 20% of participants. Poisoning remains the most common method adopted for suicide attempt. Family conflicts and marital problems remain the most common precipitating factors reported as antecedent event by the subject or informants. Majority of participants had low suicide intent.
Most of the individuals attempted suicide in the time period between 6:00 PM and 11:59 PM, on weekends (Saturday and Sunday) and extreme of weathers, in December, January and June, July which also corroborates socioculturally to the vacation time.
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